One ofthe biggest challenge today is the safe conduct of anesthesia for patients who might be elderly, have preexisting cardiac diseases and are secheduled to undergo noncardiac suergery. Within financial conestraints of today health services. The aproppriate investigations need to be decided and performed for these patients, in order to inform the anesthetist,surgeon and the patient of the risk of surgery. These should be undertaken only if they will influence management of the patient. The preoperative assessment will help with the formation of a perioperative management plan. Including preoperative optimization and postoperative care, inorder to minimize the risk of an adverse autcome.The most recent guidelines for preoperative evaluation for noncardiac surgery are discussed in details, including assessment of risk factors, andcardiac investigation. Current thinking in preoperative therapy, intraoperative management and postoperative management is discussed, although most patients with cardiac disease have ischaemic heart disease, other specific cardiac conditions and the principles of their management are discussed.
Administration of anaesthesia to patients with preexisting cardiac diseases is one of interresting challenge. Most common cause of perioperative morbidity and mortality in cardiac patients is ischaemic heart diseases (IHD). IHD is number one cause of morbidity and mortality all over the world. Approximately 7 million are considered to be at high risk of IHD. Goldman et al. reported that 500,000 to 900,000 myocardil infarction occurs annually worldwide with subsequent mortality and mortal other cardiacity of 10-25%. Care of this patients require identification of risk factors, preoperative evaluation and optimization, medical therapy, monitoring and the choice of appropriate anesthetic technique and drugs. Risk factors -influencing perioperative cardiac mortality are: recent myocardial infarction; congestive heart failure; peripheral vascular diseases; angina pectoris; diabetes mellitus; hypercholesterolemia; dysrhythmias; age; renal dysfunction, obesity; life style and smoking. 
Examination:
A carefull general physical examination should be done. It's include assessment of vital signs like blood pressure, pulse rate, rhythm, jugular venous pulse, oedema, pallor, cyanosis, clubbing, jaundice, lymphadenopathy.
In systemic examination, cardiovascular system should be examined for heart sounds, any murmurs. Respiratory system also needs to be assessed in details. -To reduce anxiety, to prevent increase in blood pressure and toheart rate, which can disturb the myocardial oxygen supplyand demand and can jnduce ischemia. Combination of Benzodiazebine and opioids should be given one hour prior to arrival in operating room (Figure 1 ). Intraoperative management:
Monitoring: -ECG should be set on diagnostic mode, monitoring 3 leads improve recognition of ischemia.
-Blood pressure, pulse oximetry, capnography, temperature monitoring, urine output monitoring, control of venous pressure and cardiac output, TEE.
Choice of anesthesia:
Drugs should be selected with the objective of minimizing demand and optimum supply of oxygen and some cardiac drugs shoud be available to maintain hemodynamics to prevent and treat ischemia if it occurs.
General anesthesia 1-intravenous anesthetics -Thiopental decreases myocardial contractility, preload and blood pressure with slight increase of heart rate, it should be administered slowly.
-Propofol decreases blood pressure and heart rate significantly there is adose dependent reduction in myocardial contractility -Ketamine is not good with IHD and valvular diseases -Midazolam decreases mean arterial pressure and increases heart rate, provide exellent amnesia.
-Etomidate causese minimum hehodynamic changes. Excellent for induction in patients with poor cardiac reserve. Narcotics: morphine is the preferred drug for its relative cardiac stability and very good analgesic effect -Inhalational agents: isoflurane for patients with good myocardial contractility. Halothane has disadvantage of myocardial depression and potential of dysrhythmias.
-Nitrous oxide provides stabe hemodynamic -Muscle relaxants vecuronium produces minimum hemodynamic alteration and is a short acting pipecuronium, mivacuriumand dexacurium without any significat cardiovascular side effect. Figure 1 -Scheme of evaluation of the patient -Glycopyrrolate is preferred over atropine, it producses less tachycardia.
-Regional anesthesia. The potential and well known advantage of RA over GA should be asset in cardiac patients if surgery can performed under RA disavatge of RA include hypotention, care should be taken while giving local anesthetics Managing intraoperative complications: Patients with valavular heart diseases coming for surgery present many challenges .Now it is no longer necessary or even advisable to delay surgery until advanced symptoms are present.The five variables in dealing with the valvular heart diseases are important I-preload II-afterload IIImyocardial contractility IV-heart rate V-rhythym. Hypertension:
Is the commonest cardiac disease all over the world.these patients are decumented to have associted CAD left ventricula dysfunction, renal failure which incease the perioperative risk it is important to control BP preoperatively.But this does not need surgery to be deferred for weeks, to achieve ideal blood pressure control, inpatients with mild to moderate hypertension.it is important to evaluate for target organ damage .it is advisable to continue antihypertensives till day of surgery .any factors of sympathetic stimulus should be avoided.
Dysrhythmias:
May be a marker of severity of underlying CADor left ventricular dysfunction.A symptomatic ventricuka ectopics with stable hemodynamic parameters does not need any treatment preoperatively.prophylactic treatment is not required in supraventricular tachycardia. In a trial fibrillation rate needs to be controlled perioperatively if they occur can be treated by calcium channel blockers beta blockers adenosine.
Patients with conduction delay LBBB do not require pacing unless there is a history of syncope. But in complete heart block patients need to be paced. In patients with pace makers, electro cautary should be used with caution and for minimum period of time. The cautary plate should be as far as possible from the heart. Use of bipolar cautary decreases the risk of pacemaker dysfunction.
